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foreachhospital.Second,the SSI days weremultiplied by each hospital’smedicare 

inpatientchargeper day foryearendingJune, 19S9. ’Third, theresultingI product was 

divided by total gross revenue and added to the percentage of Medicaid revenue. 

The results of the estimation procedure for FY1959 are shown in Exhibit 1. exhibit 

2 shows the input data for each hospital used in the analysis. 

’The regression equations based on  Fiscal Year 	 1988 and FY 1989 data allowed for 
- . .  

a direct pass-through of the Medicaid day limit. The implementation of the pass-through-
is clearly seen in the constructionof the dependent variableBDCHARD3where the revenue 

effect of the Medicaiddaylimit is subtractedfromahospital’sUncompensatedcare 

percentage prior to estimation. Once the predicted values are established, the Medicaidday 

limit dollars are added back to permit the pass-through. 

Since the uncompensated care policy was adopted in 1953, the estimated regression 

equation has performedwell in explaining variation in levelsof uncompensated care, thereby 

providing confidence in its capacity as a test for reasonableness. Two statistics calculated 

from anestimationprocedure, which indicate how much of the totalvariation in the 

dependent variable is explained by the regression model, are R2 and F value. The  most 

recentbaddebtregressionhadan R2 of .66 indicatingthat theindependentvariables 

explained roughly 66% of the total variation in the dependent variable. The F-value for the 

overall regression was 22352 which is well abovethecritical value, indicatingthatthe 

explanatory variables as a whole are jointly significant in predicting bad debt. 
$;_I:, . _  

The second part of the three-tiered methodology uses the r e d &  of ordinary least 

squares estimationof the regression equations parameters, and calculatesa predicted &mount 

of uncompensated care as a percentage of revenue-for each hospital in the State. using the 
, 
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results from the FY19S9 bad debt regression and fictitious values of hospital i n p u t  data, a n  

example of the predicted bad debt calculation is developed below: 

Assume Hospital A has the following data 

-BDCHARD2 - .115ZO 

-STATE89 - 160222 

RDLOUT -- 0.0 
- . .  

RELE 

MCAJDSSI 

PIPCOMM 

URBAN 

EMGNMCAR 

Then 

BDCHARD3 

-- 22500 

-- 2so 17 

-	 04500 

-- 86700 

- 33.40 

--	 (.11520 - (160222/1000/(22500 - 0.0))) 

-- .lo508 

hospiatl A's predicted level of uncompensated care is calculated as: 

PREDBD -- (0.02326856 * 1) + (0.19134552 * 0.25017) + 

(0.03106133 * 0.86700) + (0.001349530 * 33.40) 

Adding back the dollars removed for Medicaid state day limits, the final predicted level of 
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The final step in the Uncompensated Care methodology is to determine the amount 

of bad debt to be included in rates as part of the Inflation Adjustment System process for 

each hospital. The final determination is made by comparing the predicted amount to bo::? 

the amount currently in rates and the amount of uncompensated care actually incurred A 

hospital’s relative efficiency, measured by its screening position and its profit position, are 

also considered in arriving at the new amount of bad debt in rates. More specifically, the 
- .

foliowing criteria are used to determine the uncompensated care provision: 

1. 	 If a hospital is below the screening statewide average, then it is given the lower 

of either the predicted amount or the higher of actual or amount in rates. In 

other words, if the predicted amount is lower than the actual amount, then the 

hospital is given the predicted amount. However, if the actual amountis lower 

than the predicted amount, then the actual level is compared to the amount 

currently in rates and the hospital receives the higher of the two. 

2. 	 If a hospital is above the screening statewide average but the amount by which 

i t  is above the screening average is less than mice factor cost inflation and the 

hospital is not making a profit, then the policy described in (1) is applied. 

3. 	 If a hospital is lessthan twice factorcostinflationabove the screening 

statewide average and is making a profit, then the hospital receives the lower 

of the predicted amount or the amount currently in rates. 

4. 	 If a hospital is on a spenddownagreement, it hasitsuncompensated care 

provisionadjustedaccording to (2) or  (3) abovedepending on its profit 
I 

position. 
I- . .  

- .  

, 

- .  
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Returning to the example developed with Hospital
A, assume Hospital A has t he  

following data: 

Screen result = 5.00% below statewide average 

Profit margin = 475.000 

PREDBDP = 11.62% 

Amount in Rates= 9.00% 

Actual = 11.52% 

Hospital A is below the screening statewide average, and its predictedamount of bad 

debt is higherthan its actualamount; thus,it does not receive the predicted 

amount. Comparing the amount currentlyin rates with the actual bad debt 

experience, HospitalA ' s  actual bad debt percentage is greaterthan the amount 

currently in rates. Hospital A ' s  new uncompensated care allowanceis 11.52%, a 

2.52% increase overits current provision. 

An evaluation of the input data and the allowancefor uncompensated care 

in rates indicates that hospitals with comparativelyhigh levels of revenue 

attributed to Medicaid patients receive comparatively high provisions for bad debt. 

Thus, the Uncompensated Care Methodology assuresthat hospitals servinga 

disproportionate shareof Medicaid patients are compensated for the expenses 

aincurred through, at leastminimum as required under federal and as provided 

for in B, Page 241, Attachment 4.19 AbB. Furthermore, the uncompensated care 

methodology permit. upward and downward adjustmentsin rates and encourages 


efficiency in hospital operations. 
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Reimbursement Methodology: STEPS Case Management 

Requests for payment of STEPS case management services rendered shall  be 

submitted according to procedures established by the Department. Payment 

requests which are not properly preparedor submitted may not be processed, 

but returned unpaid to t h e  provider. 

Requestsforpaymentshallbesubmittedontheformspecified by the  

Department.  

STEPS case management providers shall bill the program $90 per participant 

forinitial case management (only oneunit of servicemaybereimbursed 

duringinitial 60 days the
the followingbeginning of steps case 
management). Ongoing STEPS case management  shal l  be reimbursed ed a t  t h e  
r a t e  of $ I 5  per unit of service (only one unit of service may be r reimbursed 
per month). 7
The Department  may not  pay for \case management  c la ims received by the 
Program for  payment  more than12 mon ths  a f t e r  t he  comple t edservice service date. 
Claimsforcasemanagementservicescompletedondifferentdatesan 
submittedon a singleformshallbereceivedbytheProgramwithin 
months of date.  4 
A claimwhich is rejectedforpaymentdue to impropercompletion or 
incompleteinformationshallbepaidonly i f  it is properlycompleted 
resubmitted,andreceived by theProgramwithintheoriginal @-month 
period, or within 60 days of rejection, whichever is later. 9Paymentsshallbemadeonly to a qualified STEPS case management 
provider. 

TN No. 88-6 Approval  Date1/2.6r95. Effec t ive  Date *?
Supersedes 

TN No. 




ongoing  

2 .  Requests f o r  payments sha l l  be submitted on theinvoice form spec i f ied  
b y  t h e  Department o f  Heal the and MentalHygiene. The completedformshall 
indicate? t h e  dates o fse rv i ce ;  name and MedicalAssistancenuher. of 
rec ip ien t ;p rov ide r .nameiden t i f i ca t i on  nunbet-, ,and l o c a t i o n ;  and the nature 
procedure code or' codes  and u n i t (  3 )  ofcoveredserviceprovided. 

4 .  Payments s h a l l  be made: 
,a) only y t o  a qual qualified prov ider  of H I V  targetedcase management f o r  

coveredservicesrendered t o  a p a r t i c i p a n t ;  
b )  Only t o  one prov iderfor - a spec i f i ctype  o f  H I V  targetedcase 

management servicesrendered t o  a p a r t i c i p a n t  d u r i n g  a s p e c i f i e d  time p e r i d ;  
(and 

c)According to t hefo l l ow ing  feeforservicesersviceschedule for  H I V  

1 )  One comple tedmul t id isc ip l inary  
.assessment or' reassessment 
performed b y  an H I V  d iagnos t ic  
.=valuationservicesprovider. 

2 )  P a r t i c i p a t i o n  b y  thecas? manager 
i n  one comple ted  mul t id isc ip l inary  
assessment or reassessment 

3 )  	 ongoing case management (no mors 
than one u n i t  of  serv ice  may be 
reimbursed per calendar. month .) 

$200 

$100 

$100 

5 .  The Department may notpay for claimsreceivedbytheProgram fo r  
payment more than 6 months af ter  the completed serv ice date.  

6.  Claims f1r serv ices completed on d i f ferent  dates and submitted on a 
s ing le  fo rm sha l l  be receivedbythe Program w i t h i n  8' months of t h e  e a r l  i s s t  
completedservicedate. 7 

7 .  Ac l a i mw h i c hi sr e j e c t e df o r .  payment due t o  improper'completion or 
incompletein format ionshal lbepaidonly  i f  it i s  p r o p e r l y  completed, 
resubmi resubmitted , andreceived b y  theMarylandMedicalAssistanceprogramwithinthe 
o r i g i n a l  P-month pe r iod ,  or w i t h i n  60 days of  re ject ion,whichever  i s  l a t e r .  

'7 



8 .  It t h er e c i p i e n t  has insurance or' i f  any otherperson i s  o b 1  obligated 
? i ther .  l ega l ly  or c o n t r a c t u a l l y  to pay f o r ,  or t o  re imbursetherec ip ient  for 
. a n y  H I V  ta rge ted  case management coveredservice, t he  provider. sha l l  seek 
payment  f r o m  t h a t  source first If payment is made by boththe Programand the 
insurance or other source theprovider. shall 1 report w i t h i n  15 days a f t e r  the 
c lose  of each month,on , a  form designated by theDepartment,the amount pa id  by 
the program and theinsurance or the other.source, whichever i s  less ,  and 
irefundthetot31.mount of the lesser of t h e  two payments reported t o  the 
program , a t  t h a t  time 



months 

-- 

s p e c i f i e d   f e e   

c o m p l e t e d   
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ReimbursementMethodology f o r  N u t r i t i o n i s t s '  a n d  D i e t i t i a n s '  S e r v i c e s :  

A .  Reques tfor  Payment 

(1) RequestsforpaymentofHealthyStartProgramservicesrenderedand 
completedshallbesubmittedbyanapprovedprovideraccordingto 
p rocedures  e s t ab l i shed  by theDepartmentofHealthandmental  
Hygiene.Paymentrequestswhicharenotproperlypreparedor  
submi t ted  may n o t  be processed ,butsha l lbere turnedunpaidtothe  
p r o v i d e r .  

( 2 )  	Requestsforpaymentshal lbeSubmit ted on theinvo ice  form 
s p e c i f i e d  by theDepartmentofHealthandMentalHygiene. A 
s e p a r a t ei n v o i c es h a l lb es u b m i t t e df o re a c hp a r t i c i p a n t .  The 
completedform s h a l l  i n d i c a t e  t h e :  

Date  o r  d a t e ss e r v i c e ;(a )  o f  

( b )P a r t i c i p a n t ' s  name and AssistanceMedical number; 

( c )P r o v i d e r ' s  name, l o c a t i o n ,  and number;provider and 

( d )N a t u r e ,u n i t  o r  u n i t s ,  andprocedurecode o s  codesof 
cove red  se rv ices  p rov ided .  

( 3 )  P r o v i d e r s  s h a l l  b i l l  t h e  M e d i c a l  A s s i s t a n c e  P r o g r a m  f o r  t h e  
i nS e c t i o na p p r o p r i a t e  C be low d 

B .  B i l l i n g  Time L i m i t a t i o n s  

(1) The Department of HealthandMentalHygiene shall n o t  pay  f o r  c l a i m s  
r ece ived  by theMedicalAssis tanceProgramfor  paymentmore t h a n k  

d a t e .  t h e  a f t e r  Bs e r v i c e  

( 2 )  	Claimsforserv icescomple tedondi f fe ren tda tesandsubmi t ted  on a 
s i n g l e  form s h a l l  bereceivedbythemedicalAssis tanceProgram 
w i t h i n k  monthsoftheear l ies tcomple tedserv iceda te .  

( 3 )  A claimswhich is  r e j e c t e d  f o r  paymentdue to  improper  complet ion or 
i ncomple t ein fo rma t ionsha l lbepa id  o n l y  i f  i t  i s  proper ly  
comple ted ,resubmi t ted ,andrece ived  by themedica lAss is tance  
Program w i t h i n  t h e  o r i g i n a l  6 m o n t h  p e r i o d ,  o r  w i t h i n  60 days of  
r e j ec t ion ,wh icheve r  i s  l a t e r .  c
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C .  	 Payments shall be made: 

( 1 )  Only .toa qua l i f i edp rov ide r *  for .  coveredservicesrendered t o  .3 

p a r t i c i p a n t ,  as spec i f ied  i n  t hese  r e g u l a t i o n s  
( 2 )  According t o  the following 1owing f e e  f o r  s e r v i c e  schedule for t h e  h i g h  i risk 

N u t r i t i o n a lI n t e r v e n t i o ns e r v i c e s  

Desc r ip t i on  fee Fer u n i t  o f  service 

H igh-R isknut r i t iona l  
I n t e r v e n t i o n  s e r v i c e s  

session hal f -hour $20 

one-hour session :b40 
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Reimbursement Hethodology f o r  P r i v a t e  Duty Nursing Services:  

A .  Request for  Payment 

(1) Requestsforpayment of H e a l t h y  S t a r t  Program serv icesrenderedand 
completed shal l  be submit ted by an approved provider  according t o  
p rocedures  e s t ab l i shed  by theDepartment of Hea l th  and Mental 
Hygiene. Payment reques tswhichare  not  properlyprepared o r  
submi t ted  may n o t  be processedl  but s h a l l  bereturnedunpaid to the 
p r o v i d e r .  

( 2 )  	Reques t sfo r  payment sha l l  besubmi t tedontheinvoice  form 
s p e c i f i e d  by the  Department of HealthandmentalHygiene. A 
s e p a r a t e  i n v o i c e  s h a l l  be s u b m i t t e df o re a c hp a r t i c i p a n t .  The 
completed form shall i n d i c a t et h e :  

( a )  Date o r  dates of s e r v i c e ;  

(b) P a r t i c i p a n t ' s  name and AssistanceMedical number; 

( c )P r o v i d e r ' s  name, l o c a t i o n ,  and number; andprovider 

( d )n a t u r eu n i t  o r  u n i t s ,  and procedure code orcodes  of 
cove red  se rv ices  p rov ided .  

( 3 )  	Prov ide r s  sha l l  b i l l  theMedicalAssistance Program f o r  t h e  
a p p r o p r i a t e  f ee  s p e c i f i e d  i n  S e c t i o n  C below. 

B .  B i l l i n g  Time Limitations 

(1) The, Department of HealthandMentalHygiene shall n o t  pay f o r  c la ims 
receivedbythemedicalAssis tanceProgram f o r  paymentmore t h a n /  
months a f t e rt h ec o m p l e t e ds e r v i c ed a t e .  3 

( 2 )  	Claims for serv icescomple ted  on d i f f e r e n t  d a t e s  andsubmit ted on a 
s ingle  form s h a l l  bereceived by themedica lAss is tance  Program 
w i t h i n  6 months of  the  ea r l i e s tcomple t ed  se rv i ce  d a t e .  

( 3 )  	A c l a i mw h i c h  is r e j e c t e d  f o r  paymentdue to impropercompletion o r  
incomple teinformat ionsha l lbepa idonly  i f  i t  i s  p rope r ly  
comple ted ,resubmi t ted ,andrece ived  by theMedica lAss is tance  
Program w i t h i n  t h e  o r i g i n a l  6month p e r i o d ,  o r  w i t h i n  60 days of 
r e j ec t ion ,wh icheve r  i s  l a t e r .  

c
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